The work of mapping the human microbiome has revitalised an ancient interest in the makeup of the intestinal contents. Through their metabolic activity, the intestinal microbiota can affect all substances ingested orally or involved in the enterohepatic circulation. Microbes help us to break down poorly digestible food, modify drugs and foreign substances and produce a large number of signal molecules which affect both intestinal and extra-intestinal functions. The «microbe organ» is of evident importance to health, and alteration of the intestinal microbiota, so-called dysbiosis, is claimed to be the cause of an increasing number of diseases. Research in this field is still in its infancy, but there are already many views on how dysbiosis should be treated. Transplantation of faeces is one of the more promising, but also among the most controversial proposals.
Coprophagia -«consumption of faeces» occurs naturally among some species of animals, and therapeutic use of faeces has a long tradition, not least in Chinese medicine (1) . Faeces transplantation as treatment for Clostridium difficile-associated diarrhoea was first described in the Journal of the Norwegian Medical Association in 1998 (2), and caused a justified stir (3 -6) . A lot has happened in the years that have passed since this publication. The efficacy of faeces transplantation for treating recurring C. difficile infection has now been documented (7), and the procedure has also been tried with other conditions, such as inflammatory bowel disease, irritable bowel syndrome, type 2 diabetes mellitus, multiple sclerosis, chronic fatigue syndrome and immunological thrombocytopaenia (8) . As a research tool, the method has yielded encouraging results. For example, improvement of insulin resistance has been demonstrated in patients with metabolic syndrome (9) . Animal experiments indicate that intestinal microbiota can programme the individual's biological stress response (10) and that certain behavioural traits can be transferred via faeces transplantation (11) . Great optimism with regard to what this treatment may achieve in the future can be sensed in the professional literature, and on websites we find recipes for how to perform personal interventions with the aid of ordinary kitchen utensils. Is this the new wonder medicine?
Faeces transplantation is indisputably burdened with both aesthetic and ethical challenges, but also with problems of a more practical nature. We still have divergent answers to quite elementary questions: What should the indication be? How sick must the patient be? Should one intervene early or late in the course of the disease? Must the patient have prior treatment with antibiotics? Should fresh, frozen or cultivated faeces be used? From one or more donors? And how extensively should the donors be screened for disease? Should the faeces be administered from above or below? Must the treatment be repeated in order to be effective? And last, but not least: Who is to be responsible for treatment of the «microbe organ»?
As a treatment principle, manipulation of the intestinal microbiota has come to stay, also in modern medicine. Faeces transplantation must nonetheless be regarded as a temporary solution: There are not many doctors who will insist on using ordure as therapy if there are viable alternatives. The short-term aim must be to administer intestinal microbiota in a non-fluid form (12) . The long-term aim must be to identify specific microbial dysfunctions and selectively restore these functions. This is contingent upon our learning far more about the form of government within the intestines -the «microcracy». And lawlessness certainly does not prevail here; in contrast to our own lack of legislation concerning intestinal microbiota (13) , the «microbe organ» itself has definite rules in place.
The development of so-called next-generation microbiota therapeutics (14) is already well under way, and for some conditions this kind of microbial medicine may be just around the corner. The well-known Irish gastroenterologist Eamonn Quigley stated recently: «If we are still doing fecal transplants in five years' time, we have failed» (15) .
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